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Only one case, however, has been described from this country and this was published abroad (Goodall 1961) .
Our patient, a coloured primigravid Nigerian aged 21, was admitted as an emergency in advanced labour without a doctor's letter. On admission her blood pressure was 120/80 and she had no cedema. Three-quarters of an hour later she had an uneventful delivery of a living boy weighing 5 lb 1 oz (2-3 kg). The placenta showed no evidence of premature separation.
Three hours after delivery she developed acute epigastric pain with bradycardia, the pulse being 50 per minute. Despite heavy sedation with paraldehyde her blood pressure rose within a few hours to 250/180 and she had a typical eclamptic fit. Catheterization revealed 8 oz (237 ml) of dark red urine. The fit did not recur and her blood pressure fell to 160/90. There was oliguria for eighteen hours followed by a diuresis and the urine became clear of pigment within forty-eight hours.
The following were some of the chief investigations: Blood haemoglobin 69%, platelets 150,000, test for sickling negative. The urinary hmmoglobin was 420 mg/100 ml with no cells present. Porphyria was excluded by chemical and fluoroscopic tests.
Spectroscopy revealed oxyhamoglobin and methmemoglobin but no evidence of metmyoglobin.
The blood serum contained methemalbumin. The chromium-tagged red cells showed marked hmmolysis until the eighth day.
An exhaustive series of investigations failed to reveal any other cause of hemolysis. The serum glutamic oxalo-acetic transaminase was 355 units and the alkaline phosphatase 16-7 K-A units. The ratio was therefore greater than 7 and indicated liver damage, which in view of the epigastric pain was probably due to hepatic hemorrhages.
The literature was reviewed and the various theories of causation of the hxemolysis were considered, but none appeared to be applicable. Throughout history there has been much interest in and speculation on twins and twinning. There is now a voluminous literature dealing with the subject which has been recently reviewed, from historical, artistic and scientific aspects, in a special number ofLa Vie Medicale (1966) .
Twinning may be monozygotic (identical) or dizygotic (fraternal); a detailed classification of the phenomenon is given by Hamlett & Wislocki (1934) . It has been estimated that between 20 % and 34 % of all human twins are monozygotic; these may be: (a) monochorial and diamniotic with one placenta, (b) monochorial and biamniotic with two placentae, or (c) monochorial and monoamniotic. In 250 consecutive twin pregnancies Benirschke (1961) and Benirschke & Driscoll (1967) considered that 70% of the monozygotic cases had a monochorial placenta. From a statistical analysis of a series of 3,107 cases of known Section ofObstetrics and Gynacology zygosity Gedda & Brenci (1964) found 68 35 % to be monochorial and 31-65 % to have two chorionic sacs and two placenta. It is an example of mnonozygotic twinning with which we are concerned here; the specimen would seem to be one in which there has been an unequal separation of the cells of the embryonic knot (inner cell mass) into at least two groups.
The specimen was obtained as the result of a hysterectomy. The patient was 28 years old, had been married for six years and had had 4 normal infants. The operation took place on October 12, 1959, when the uterus was found to be slightly bulky and very congested, but otherwise normal. Her last menstrual period started on September 27 1959, and lasted seven days. Coitus took place on the last day of the period, i.e. October 3, 1959, and again on October 7, i.e., nine and five days before hysterectomy. As will be seen, however, the developmental state of the embryo and itg associated trophoblast is distinctly older than the history indicates.
On opening the uterus a small, slight, round elevation of some 3 mm in diameter was present in the mucosa in the middle of the posterior uterine wall (Fig 3) . The elevation was pale in colour in the centre but congested at the periphery. A block of tissue containing the swelling was removed and, after the usual processing, was sectioned serially at 7p.
A complete chorionic sac, measuring 2-37 x 2-00 x 1-40 mm, was found embedded in the endometrium. Its wall was already clearly differentiated into a cytotrophoblast and syncytiotrophoblast. Early villi are in the procesg of developing (Fig 1) . Owing to fixation artifact, however, the extraembryonic mesoderm had separated from the deep surface of the cytotrophoblast.
On the deep (uterine) aspect of the chorionic sac an apparently normal embryo consisting of a well-developed ectodermal amniotic vesicle and an endodermal yolk sac (Fig 2) was found. The columnar ectoderm of this embryonic axis shows the beginning of a primitive (Hensen's) knot. When compared with specimens of singleton embryos with well-authenticated histories (Hamilton & Boyd 1960) this embryo is estimated to be about 13 to 14 days old.
The 'second embryo' consists of a larger vesicle ( Fig 5) measuring 0 406 x 0 200 x 0-080 mm, consisting of a roof-plate of cuboidal cells with the wall of the cavity completed by scattered rounded and flattened cells. We interpret this vesicle as an additional detached yolk sac. A smaller adjacent group of cuboidal and flattened cells (Figs 1 & 4) in the form of a small vesicle could well be a blighted amniotic ectodermal vesicle. A further small cellular vesicle may represent further fragmentation of the original embryonic knot. It may, however, be the remains of what has been called the primary yolk sac (see Hamilton et al. 1945 , Morton 1949 .
There are few examples in the literature of early stages of normal and abnormal monozygotic pregnancy in man or other mammals. A normal twin blastodermic vesicle aged about 7 days was described in the sheep by Assheton (1898); this is the youngest mammalian single ovum twin yet recorded. Streeter (1924) illustrated a twin blastoderm in a chorionic sac of a pig in which there was some difference in the degree ofdevelopment ofthe two embryos. Earlier, Streeter (1919) , in man, had described two small vesicles, identified as amnion and yolk sac, in the body-stalk of the Mateer embryo which was estimated to be aged about 17 days; he regarded them as constituents of a retarded co-twin situated within the chorionic sac. Corner (1955) , in reviewing human single ovum twins has questioned Streeter's interpretation of a co-twin associated with the normal Mateer embryo.
The earliest known normal monozygotic twins were briefly described by Heuser (1954 - Carnegie' embryo 9009); they were estimated to be aged about 17 days. An older specimen with embryos of 11 mm has been described by Morton (1954) .
The causation and precise time of separation of the formative material in the production of monozygotic twins is still a matter for speculation. Theoretically it can take place and in fact does seem to occur at the stage of the first two blastomeres when each of these cells will give origin to an embryo and all of its membranes. The embryos, in the absence of secondary fusion, will have completely separate chorionic sacs and placentae; it is estimated that from 20% to 34% of monozygotic and diamniotic twins arise from such blastomeric separation.
Monozygotic twinning can also occur as the result of a duplication of the cells of the embryonic knot (inner cell mass) at later developmental stages, the resulting embryos possessing a common chorionic sac but, depending on the developmental stage, separate amnions or a common amnion. If the separation is unequal then one of the twins may be smaller or may fail to be properly organized and so become an acardiac monster or an autosite depending on its co-twin for its nutrition.
In the present specimen, as a working hypothesis, it seems likely that there has been an unequal division of the embryonic knot (inner cell mass) at the blastocyst stage. The larger contribution gave rise to what may be regarded as a normal embryo, the smaller contribution became an atypical yolk sac and a vesicle which we interpret as consisting ofa poorly developed embryonic disc and amnion. One can only speculate on what would have resulted had the pregnancy proceeded to term. Experiments in early stages ofmammalian development have demonstrated conclusively that blastomeric separation at the two-cell stage can result in twinning (see Tarkowski 1965 , Mulnard 1965 and Mintz 1965 for discussion and literature).
All neoplasms of the vuilva are comparatively rare and of these sarcomata are the rarest. A rhabdomyosarcoma, a leiomyosarcoma and a reticulosarcoma are described.
Case 1 Mrs E D aged 67. Housewife History: Four weeks of gradually increasing swelling of right labium majus; biopsy elsewhere. On examination: Large fungating mass of right labium majus (Fig 1) . No secondaries. Investigations normal. Operation (15.11.66): Local diathermy excision followed by radiotherapy to 6,000 r and three weeks' course ofcyclophosphamide 50 mg b.d. and methotrexaite 2-5 mg daily. Histology: Extremely necrotic, poorly differentiated, spindle cell sarcoma. Cells separated generally, tending to a strap-like and spindle cell appearance (Figs 2 and 3) . Although no unequivocal striations were seen it was considered to be a rhabdomyosarcoma. When last seen, eight years after original tumour, no sign of recurrence. Histology showed a leiomyosarcoma in all previous specimens but none in vulvectomy specimen (Fig 4) .
